T
he Affordable Care Act (ACA; Pub L No. 111-148), passed in 2010, was designed to help Americans gain health insurance coverage through a combination of premium subsidies and mandates. Multiple reports indicate that approximately 15.0 to 16.9 million people across the nation have gained health insurance from 2013 to 2015. [1] [2] [3] Studies have indicated that substantial differences in health insurance coverage exist among different demographic groups, even though the ACA has narrowed some of these gaps. The 2010 ACA provision enabling young adults to remain on their parents' insurance plan until age 26 years was estimated to lower uninsurance among those aged 19 to 25 years 3.2 percentage points by 2011 and roughly 6 percentage points by 2013. 4, 5 Hispanics have much lower coverage rates than do non-Hispanics, but there is evidence that the gap between these groups is narrowing nationwide. 6, 7 Additionally, many employers provide employer-sponsored insurance, whereas part-time workers and unemployed people face a higher financial burden in purchasing coverage. 8 Other studies have shown differences in coverage rates by marital status, parental status, health status, and sexual orientation. 7, [9] [10] [11] Many of these individual characteristics are correlated, so it is difficult to isolate which factors are most important in determining whether individuals obtain coverage. We measured which factors are most significant in explaining differences in insurance coverage in Texas between September 2013 and March 2016. Texas had the lowest coverage rate in the country before the implementation of the ACA Marketplace in 2014. In 2013 the US Census Bureau reported that 22 .1% of all Texas residents lacked coverage (5 748 000 people), whereas the rate nationally was 14.5%. In 2014 after subsidies had been available through the Marketplace for 1 year, the Census found that Texas continued to have the lowest coverage rate, with 19.1% (5 047 000 people) lacking coverage compared with 11.7% nationally. 7 However, recent Marketplace enrollment figures place Texas behind only Florida in Marketplace plan selections, 12 so analysis of insurance coverage with the most recent data may paint a different picture.
Texas is the second largest state by population in the country and the largest state that chose not to expand Medicaid under the ACA. As of July 2016, 31 states and Washington, DC, have decided to expand Medicaid. 13 Between September 2013 and January 2016, uninsurance among adults fell 8.5 percentage points in states that expanded Medicaid, compared with 6.5 percentage points for states that had not. 14 Texas' governor Greg Abbott, a Republican, and other prominent state leaders have refused a Medicaid expansion, because they view the growth in the share of the state budget spent on Medicaid (from 11% in 1987 to 29% in 2015) as unsustainable. 15 ,16 Abbott has stated, "Medicaid is wrong for Texas," and he called the ACA a "massive expansion of an already broken and bloated Medicaid program." 17 Texas voters have elected a Republican governor for the past 20 years, and a Republican legislature for most of these years. A majority of these voters (57%) viewed the federal government unfavorably in 2015. Poll respondents indicated that the state legislature's top priority should be to limit government, with no new spending or taxes. 18 However, Republican leaders may be misreading voter sentiment, because respondents' third highest priority for the state legislature was expanding Medicaid under the ACA. The literature has indicated that the states that chose to expand Medicaid have higher coverage rates than do those that did not expand Medicaid. 8, 11, 19 Texas's proportion of Hispanics is higher than that of the United States as a whole, 20 so insurance coverage may have increased more in Texas than in other nonexpansion states.
We analyzed an oversample of Texas residents using the Health Reform Monitoring Survey (HRMS-TX) from September 2013 to March 2016. Although governmental data provide critical information for longerterm analyses, federal reports are unable to provide quick feedback. The nationwide HRMS sample fielded by the Urban Institute has been shown to be consistent with federal government data and provides timely data on and detailed demographics of the participants.
21,22
We identified which types of individuals have had the largest increases in health insurance coverage since the implementation of the Marketplace. The HRMS provides a rich data set that allows us to estimate a multivariate regression to control for correlation between the determinants of health insurance coverage. Thus, we are able to isolate where the gaps in coverage exist among different subpopulations of Texans. Although many studies on the ACA use multivariate regressions, few have been used to predict rates of health insurance coverage across subgroups. The HRMS oversamples low-income adults. Sample weights were computed by GfK, so that the demographic and socioeconomic characteristics in the HRMS reflect their observed distributions in the Current Population Survey and the Pew Hispanic Center Survey. 23 The HRMS asks respondents about their gender, age, race/ethnicity, household income, education, health status, marital status, whether they have children, metro versus nonmetro residence, whether the dominant language in the household is Spanish, working status, and whether they have Internet access. In terms of insurance coverage rates, the HRMS has been consistent with other surveys conducted. Additional details on the HRMS can be found in the appendix (available as a supplement to the online version of this article at http://www.ajph.org).
METHODS
We compared the changes in health insurance coverage rates among Texas residents aged 18 to 64 years from September 2013 to March 2016. We first computed rates of coverage by individual demographic and socioeconomic characteristics for September 2013 and March 2016. We tested whether the observed rates of coverage for each subcategory were significantly different between the start and end of the sample period.
We estimated a multivariate logistic regression that measured changes over time in the probability of insurance coverage associated with each demographic or socioeconomic subgroup. The dependent variable in the regression was a binary variable indicating whether an individual had health insurance. The regression included indicator variables for each demographic and socioeconomic characteristic, with each characteristic interacting with a 0 or 1 variable for the survey round when the responses were recorded. Because participation in a survey on health insurance may increase an individual's propensity to purchase insurance, we also included a binary variable indicating whether the respondent had participated in a previous round of the survey. 24 We used the regression estimates to predict the change in insurance coverage associated with each demographic or socioeconomic characteristic between September 2013 and March 2016, holding all other characteristics constant. These predictions are often referred to as adjusted estimates of insurance coverage, because they isolate the association between a particular individual characteristic (e.g., income) and insurance coverage, controlling for variation across persons in other correlated characteristics (e.g., education or health status).
We also examined the adjusted estimates in March 2016, looking for cases in which the predictions across individual characteristics appear much closer than do the unadjusted estimates. An instance like this suggests that correlated variables explain the observed disparities in unadjusted coverage rates. We compared the prevalence of other factors within the subgroup of interest to identify the most influential determinants of coverage. We conducted all analyses with the survey's sampling weights, 23,25 using Stata version 14.1 (StataCorp LP, College Station, TX).
RESULTS
The 6 rounds of the survey contained 9147 respondents. We excluded 221 (2.4%) of the sample, because they did not respond to all the questions needed for variable construction, leaving 8926 observations for analysis. Table 1 compares the proportion of individuals by sociodemographic subcategory in the HRMS-TX with Texas and nationally as reported in the American Community Survey (ACS) and other data sources. The proportion of Texans in most sociodemographic categories is within 2 percentage points for the HRMS-TX versus the ACS. However, the percentage of persons aged 18 to 30 years and in households with an income of less than 138% of the federal poverty level (FPL), as determined annually by the Department of Health and Human Services, differs by 7.7 percentage points between these 2 surveys.
Although these differences are not likely to influence our estimates of changes in coverage within sociodemographic categories, we will need to conduct sensitivity analyses for our overall estimates of changes in coverage.
Comparison of the HRMS statistics to US Census data also reveals that the share of Texans who are White (44.5%) is substantially lower than that for the United States as a whole (61.9%) and that Hispanics constitute a larger portion of the state (37.6%) than the country (17.0%). Thus, the insurance status of Hispanics plays a more important role in explaining coverage in Texas relative to other states.
We first computed unadjusted insurance coverage rates with sample weights applied, which are reported in the appendix (available as a supplement to the online version of this article at http://www.ajph.org). We found a statistically significant increase in coverage rates for the total nonelderly adult population of Texas. In September 2013, 74.5% had insurance coverage, which increased by 7.5 percentage points to 82.1% in March 2016. Additionally, we found significant increases across many demographic groups. There were statistically significant gains for both men and women, persons aged 50 to 64 years, Hispanics, those in families with incomes between 138% and 399% of the FPL, and high school graduates. Persons in fair or poor health, married persons, those without children, residents of metropolitan areas, English speakers, those working, and those with Internet access also experienced significant increases in insurance coverage. Table 2 presents adjusted insurance coverage rates, which we derived using a multivariate regression. The adjusted coverage rate for the total population in March 2016 was 80.6%, a 5.9-percentage-point increase. The adjusted changes in health insurance coverage by subgroup between 2013 and 2016 confirm the unadjusted changes in most cases. Of the subpopulations that experienced statistically significant increases in unadjusted coverage rates, only men and individuals without children did not experience statistically significant increases in the regression-adjusted coverage rates.
The 4 subgroups with the largest increases in adjusted insurance coverage between 2013 and 2016 included persons aged 50 to 64 years (12.1 percentage points; P = .002), Hispanics (10.9 percentage points; P = .002), persons reporting fair or poor health status (10.2 percentage points; P = .038), and those with a high school diploma as their highest educational attainment (9.2 percentage points; P = .023).
Other notable statistically significant increases in coverage occurred for persons in households with incomes between 138% and 399% of the FPL (9.1 percentage points; P = .011), residents of metropolitan areas (6.3 percentage points; P = .011), English speakers (7.4 percentage points; P = .007), working persons (7.5 percentage points; P = .015), and those with Internet access (7.0 percentage points; P = .010).
We next looked for disparities in adjusted coverage rates within subgroups in March The proportion of persons aged 18 to 30 years was 7.7 percentage points lower in the HRMS-TX than in the Texas data from the ACS; and the proportion of persons in households earning less than 138% of the FPL was 7.7 percentage points higher. We recalculated the adjusted estimates of insurance coverage using the distribution of sociodemographic characteristics in the ACS-Texas subsample instead of the HRMS-TX. The adjusted estimate of coverage in September 2013 changed from 74.7% to 74.6%, and the estimate for March 2016 changed from 80.6% to 79.9%. Younger adults and low-income adults were least likely to be insured. Therefore, disparities in the distribution of these 2 characteristics in the HRMS-TX versus the ACS-Texas may have offset each other, leading to similar predictions across the 2 surveys.
DISCUSSION
The ACA implemented comprehensive reforms designed to improve the accessibility, affordability, and quality of health care. A major goal of the law was to reduce the country's high uninsured rate, which had negative consequences for uninsured Americans, including greater financial insecurity, barriers to care, and odds of poor health and preventable death. 26 Regression analysis that controlled for changes in demographics across time shows that Texas experienced a roughly 6-percentagepoint increase in insurance coverage (from 74.7% to 80.6%) after the ACA's Marketplace opened in the state, although no ACA Medicaid expansion occurred. This change is comparable to the 6.5-percentage-point increase in insurance coverage observed across all states that did not expand Medicaid. 14 However, the extent of increased coverage between September 2013 and March 2016 differed significantly across demographic and socioeconomic subgroups. Four subgroups that experienced increases in coverage approximately 10 percentage points or more included those aged 50 to 64 years, Hispanics, persons in fair or poor health, and those reporting English as their dominant language.
We find that Hispanics' coverage rate increased 10.9 percentage points between 2013 and 2016, whereas non-Hispanics' remained relatively constant. Hispanics likely benefited from the Department of Health and Human Services' significant effort to educate the Hispanic community about the ACA and provide many resources in Spanish to make it easier for Hispanics to enroll in health insurance plans. 27 The adjusted predictions of insurance coverage in 2016 for Whites, Blacks, Hispanics, and other races are relatively close (ranging from 79.3% to 81.9%). This narrow differential implies that the substantial difference in unadjusted rates of coverage by race/ethnicity in March 2016 (e.g., 69.1% for Hispanics vs 90.2% for Whites) was not necessarily attributable to individuals being Hispanic. Instead, Hispanics were underrepresented relative to non-Hispanics in other sociodemographic categories that experienced significant increases in coverage between 2013 and 2016. In particular, Hispanics were less likely than were White non-Hispanics to be aged between 50 and 64 years, to speak English as their dominant language, to be working, or to have Internet access. All 4 of these subgroups experienced adjusted increases in coverage of 7.0 percentage points or greater between 2013 and 2016.
Another potential reason for the remaining observed disparity in coverage between Hispanics and non-Hispanics is that Hispanics are more likely to be first-generation immigrants than are non-Hispanics. In Texas roughly 30% of Hispanics are foreign-born, whereas about 9% of non-Hispanics are foreign-born. 20 Foreign-born individuals may be less knowledgeable about the health insurance system in the United States, potentially making it more difficult for them to obtain coverage. These results suggest that future Marketplace enrollment efforts should focus even more on better educational materials and outreach for Spanish-speaking Hispanics.
We found that those with Internet access gained insurance coverage nearly 2 times more (7.0 percentage points vs 3.8 percentage points) often than did those without Internet access, which represent 21.2% of survey respondents. The difficulty in purchasing insurance coverage without the Internet is potentially impeding some individuals from obtaining coverage. The US Department of Health and Human Services has made a large effort to provide in-person navigators to assist people in purchasing health insurance, 28 which appears to be helping, 29 but this effort may not be sufficient. Policymakers need to consider increasing the accessibility of purchasing health insurance plans without the Internet or increasing access to the Internet, possibly through subsidies in low-income areas or through public libraries.
The absence of a significant increase in coverage for those living in nonmetropolitan areas (9.2% of respondents) suggests that stronger enrollment efforts should be pursued in these areas as well. Significant increases in coverage for Texans aged 50 to 64 years and those in fair or poor health that were not seen in younger, healthier persons suggests that the Marketplace is experiencing negative selection into insurance coverage. Older individuals and those with worse health have higher medical expenses. Unless significant increases in enrollment can be achieved for younger and healthier Texans, medical costs per enrollee and therefore premiums will likely be higher than in a market with full coverage.
The absence of a statistically significant increase in coverage for adults aged 18 to 30 years in Texas mirrors results from a national HRMS study from 2014. 30 Between the fourth quarter of 2013 and the first quarter of 2014, there was a statistically significant 5.3-percentage-point drop in uninsurance for adults aged 18 to 30 years. However, the decrease was only statistically significant for states that had expanded Medicaid by April 1, 2014. More recent national data for this age group have not been published. These results suggest that a Medicaid expansion is essential for improving coverage among younger Texas adults. Additionally, the results suggest that the Marketplace subsidies may be enabling some moderate-income individuals to purchase coverage. However, the adjusted coverage rate for this income group (86.3%) is still substantially lower than that for high-income Texans (97.3%). An individual aged 30 years with an income below 150% of the FPL qualified for enough in subsidies to cover the entire premium of at least 1 bronze plan in the 4 largest cities in Texas in 2014. 31 By contrast, a Texan who earned $35 000, roughly 300% of the FPL, did not qualify for a subsidy in 2014 and would have had to pay at least $150 per month in premiums for a bronze plan.
We found an increase in adjusted coverage rates for people with incomes of less than 138% of the FPL, although this increase was not statistically significant. The observed increase is likely limited to people with incomes between 100% and 138% of the FPL, who are eligible for Marketplace subsidies. Coverage for those earning less than 138% of the FPL is not likely to rise significantly unless Texas undertakes the Medicaid expansion under the ACA. This group represents roughly 30% of the Texas population aged 18 to 64 years and therefore merits serious consideration.
The significant increase in insurance coverage for working Texans suggests that more self-employed persons may have been able to buy coverage through the Marketplace or that the individual mandate to purchase coverage persuaded many to buy insurance who were not previously covered.
Limitations
This study had multiple limitations. First, the HRMS has approximately a 5% response rate. The survey company GfK reports that 15% of randomly selected households contacted by mail agree to take a background survey, and roughly 64% complete this survey to join the KnowledgePanel from which the pool of HRMS respondents is drawn. Despite the 5% response rate, uninsured rates from the 2013 second quarter HRMS and the 2011 ACS are relatively consistent. Both sources show that 21.0% of adults aged 18 to 64 years were uninsured. Uninsured rates by age category were within 1 percentage point across surveys, and uninsured rates by race/ethnicity differed by 2 percentage points or less. The largest discrepancy was for uninsured rates for those with incomes at or below 138% of the FPL (43.9% in the HRMS; 39.0% in the ACS). 21 Second, the survey collects data on income as a percentage of the FPL in terms of the following 4 categories: < 138%, 138% to 249%, 250% to 399%, and > 399%. Because Texas did not expand Medicaid under the ACA, those between 100% and 138% of the FPL are eligible for Marketplace subsidies.
Unfortunately we were unable to separate respondents in households with incomes less than 100% of the FPL from those earning 100% to 138% of the FPL. This distinction would have allowed us to compare the uninsurance changes of the low-income families that did with those that did not receive federal assistance to obtain insurance coverage.
Third, in June 2015 the US Supreme Court legalized same-sex marriage, which potentially led to more individuals gaining coverage through their spouse. Unfortunately the survey does not ask participants about sexual orientation, and we were unable to disentangle this effect from the effects of the Marketplace.
Conclusions
An estimated 17 million persons aged 18 to 64 years live in Texas. 32 Our statistics suggest that roughly 18%, or 3 million residents, still lack insurance coverage. A recent report estimates that 766 000 Texans would qualify for coverage under a Medicaid expansion. Texas health care providers face grave financial consequences if the 2017 session of the Texas legislature does not pass legislation to expand Medicaid under the ACA. Texas received a Medicaid 1115 waiver from the Center for Medicare and Medicaid Services that provided $29 billion in funding between 2011 and 2016 to reimburse hospitals for uncompensated care and pay health care providers a delivery system reform incentive payment to transform and improve indigent and Medicaid health care systems. 33, 34 The Center for Medicare and Medicaid Services recently agreed to extend the 1115 waiver funding through December 2017. But in 2018, it will not reimburse Texas for uncompensated care that could be provided through a Medicaid expansion. In addition, funds for the delivery system reform incentive payment pool, an estimated $3.1 billion in 2016, will be reduced 25% in 2018 and an additional 25% each year after. 35, 36 This loss of funds would likely cause the closure of multiple facilities across Texas, which may force legislators to act on the Medicaid expansion. 
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